ABSTRACT: Recovery-oriented principles underpin modern-day mental health care and are enhanced by consumer participation in decision-making. Understanding how consumer participation can be maximized is central to promoting recovery-oriented care. This study explored the key strategies used by mental health registered nurses and perceived by nurses to be used by peer support workers in facilitating consumer decision-making to determine similarities, differences, and possible tensions. A qualitative descriptive approach using semi-structured interviews was conducted with nine nurses employed in mental health care. Thematic analysis was conducted using open coding. Frequency of views expressed and prevalence of these amongst participants were noted to determine the most common strategies and challenges. Registered nurses use strategies aimed at empowerment, self-management, and managing expectations to facilitate decision-making but are challenged by entrenched coercion within the system. These same nurses view peer support workers as using their lived experience to build rapport, role model, and advocate for consumers. Tensions arise in how the peer support workers' lived experience should be used and how this impacts on professional and therapeutic boundaries. Nurses expressed support for the role of peer support workers and viewed their inclusion in facilitating consumer decision-making positively. Their own role is perceived as being caught between modern-day service principles of empowerment and long-standing practices based on coercion.
INTRODUCTION
Poor quality and fragmented approaches in current-day healthcare settings have underpinned the agenda for the development of integrated, person-centred health services. Biomedical models of care focussed on disease and treatment have impacted the capacity of health systems to provide responsive and equitable care that meets the needs and wishes of consumers (Oldham 2016) . Such models have restricted consumer autonomy and participation, limiting consumer's opportunity to maintain responsibility over their health management or healthcare decisions (Edvardsson et al. 2010) . This has changed in recent times as healthcare systems have recognized the need for and the benefits of involving consumers in decision-making about their care. Services have thereby sought to transition to more person-focussed approaches and recoveryfocussed care (Tondora et al. 2014) .
The concept of person-centred care in mental health differs from that of mainstream health services. Mental health consumers are unique in that they often, although do not always, experience situations where compulsory admission to hospital removes part or all of their control in the decision-making process due to considerations of safety (Light et al. 2014; Lorem et al. 2015; Muskett 2014) . Involuntary admission often means opportunities to contribute to decision-making either do not exist or are heavily restricted, and even voluntary admissions can be met with restricted capacity to participate in decision-making (Norvoll & Pedersen 2016) . As the main interface between consumers and the health system, peer support workers (PSWs) and mental health registered nurses (MHRNs) need not only have the knowledge of health conditions and interventions, but an understanding of the difficulties patients experience as they navigate these often fragmented healthcare systems and the ways in which decision-making can or should be supported (Beitinger et al. 2014; Cleary et al. 2013; Hoffmann et al. 2014) . Whilst MHRNs use their clinical knowledge to provide care to patients in a mental health setting, PSWs use their lived experience of mental illness to provide support and promote recovery (Bender Simmons et al. 2017) .
Rethinking the role of the PSWs and MHRNs in the provision of care is therefore essential to improve outcomes and support recovery-oriented personcentred care (Davidson et al. 2017; DiClemente et al. 2016; Richards et al. 2013) . This requires realignment of the existing imbalance and shifting the power base of decision-making back to the consumer in a meaningful and appropriate way. To achieve this goal, a significant shift in attitudes, behaviours, and practices in groups such as PSWs and MHRNs is necessary (Richards et al. 2013) . Previous literature has found a positive role for PSWs in aiding decision-making. This includes challenging negative assumptions or countering behaviours or language that may work against patient empowerment by being on decision-making bodies and assisting patients to prepare useful questions and identify concerns in preparation for mental health follow-up appointments (Repper et al. 2013) . A further study of youths in Australia found that peer workers' involvement in shared decision-making resulted in young people feeling more involved in their assessment and this led to greater client satisfaction (Bender Simmons et al. 2017) . However, little is known regarding their roles in facilitating consumer involvement in decision-making and person-centred care. Investigating these issues will provide a clearer understanding of PSWs' and MHRNs' views of the concept of person-centred care, strategies used to engage consumers in decision-making, and key challenges in interactions and subsequent care delivery.
This qualitative study explored how MHRNs view and facilitate consumer's involvement in decision-making. In addition, it examined the MHRNs' view of PSWs' role in facilitating decision-making to understand how consistent this is with MHRNs' view of their role. Understanding how MHRNs negotiate decisionmaking with consumers and how they incorporate PSWs into this process is vital for improving the quality of care provided. Further, findings highlighted challenges in the role of the MHRN that hinder decisionmaking processes, as well as perceived limitations to the role of the PSW, that need to be addressed if consumer participation is to be improved.
METHOD
This descriptive qualitative study approved by the University Ethics Committee (H0016343) was conducted in New South Wales, Australia. A convenience sample of MHRNs were recruited via professional networks who met the inclusion criteria of being employed to work with mental health patients in the last 6 months. Semi-structured interviews were undertaken between February and May 2017. Two experienced qualitative researchers (MC and TR) interviewed the MHRNs, with questions developed by the research team following a review of key issues in the literature. Interview questions mainly comprised consumer rights, empowerment, decision-making, and whether their opinions were listened to, respected, and taken seriously. Advocacy, collaboration, role limitations, and service direction were also explored. Interviews ranged from 30 to 60 min and were conducted either face-to-face or via phone (depending on the participant). All interviews were digitally recorded, transcribed verbatim, and then checked for accuracy.
Thematic analysis was used which involved reading and re-reading transcripts to identify emerging themes related to study research question, as per the process described by Braun and Clarke (2006) . This process involves a six-phase approach: familiarizing yourself with the data through reading, re-reading, transcribing, and note-taking; generating initial codes as the most basic segment of data and acts as a way to create meaningful groups; searching for themes by focussing on how codes combine or overlap; reviewing themes by determining what is viable and whether there are subthemes present; defining and naming themes to illustrate what each theme is essentially about; and producing a report based on a final analysis and write-up. During this process, the focus was on themes evident in interviews relating to decision-making and person-centred care: themes related to both the MHRNs' own role and their perception of the role of PSWs. Software excerpts were coded (using NVivo) according the key themes, allowing data to be grouped and labelled. These themes were used to interpret participants' views and perceptions of their experiences and challenges as well as those of PSWs. Coding allows data and themes to be logically named and collated and therefore made easily accessible to the researcher and manageable for analysis (Khandkar 2009 ). Open coding is an inductive form of coding that allows codes to be built from an analysis of the data, rather than being prestructured (Jansen 2010) . Open coding begins with the reading of the data and marking of important sections, words, or concepts (Khandkar 2009 ). Labelling these concepts allows the researcher to group similar information together to better understand it. Thematic analysis allows for the association of the frequency of themes with the content as a whole (Alhojailan 2012) , an approach further endorsed by Namey et al. (2008) as a way of understanding raw data and their relationship. Criteria outlined by Lincoln and Guba (1985) to ensure rigour and establish the trustworthiness of the study process were used, being identification of the credibility of the findings; transferability to other areas of practice; consistency and dependability; and confirmation of findings and minimization of bias.
A companion paper is currently in-press (Cleary et al. 2018) , which explored the challenges faced by peer support workers and the goals they set to overcome these challenges so as to improve mental health consumers' participation in decision-making and recovery.
FINDINGS Goals and challenges reported by MHRNs
In total, nine MHRNs were recruited for this research. Four main goals were deemed important by the MHRNs in facilitating consumer decision-making. The challenges in meeting these goals were also reported by the MHRNs.
Goal 1: Empowering participation
The most prevalent and frequently expressed goal MHRNs identified to facilitate consumer decisionmaking was the notion of empowering the consumer to participate and to have a sense of ownership over their journey and recovery. This goal noted that even in an environment that sometimes involves compulsory treatment, 'there can be a level of choice given to patients even within that framework' (IV4), and was expressed by all nine participants.
Empowering consumer participation was achieved anywhere along a spectrum from allowing consumers to 'drive their decision-making' (IV9) to allowing the consumer to choose when not to participate, such as instances where consumers find 'some sense of relief because they can hand over care to. . .us as treating clinicians' (IV4). The benefit of empowering consumer participation was seen as the creation of 'goals they actually want to achieve, they're more engaged in services, they're more willing to take on support' (IV2). This idea of willingness also highlighted the importance of empowering ownership. Facilitating consumer participation was considered as a mechanism to create 'an obligation on behalf of the consumer as well to contribute in some way, as well as having some ownership' (IV7). One participant described empowerment as 'the cornerstone of recovery' (IV3).
The nature of mental health care delivery was seen as counterproductive to the strategy of empowerment and 'not massively effective in increasing people's engagement with mental health services' (IV9). Although the participants worked with patients who were both admitted voluntarily as well as some under compulsory treatment orders, coercion was still a key underlying challenge. Two-thirds of participants noted that coercive treatment was still very much a part of mental health care services and created a power imbalance between consumer and staff. However, their views of this impact on consumer decision-making varied. One participant expressed the ability to include choice for consumers wherever possible within compulsory treatment (IV4). Another saw consumers as having the full right to self-determination and 'that they should give them the dignity of risk' (IV7). Another saw compulsory treatment as the inevitable reality for those who had lost insight and 'as much as you can allow someone to make an informed decision. . .sometimes you have to override that' (IV5).
Goal 2: Communication and language Communication and language was the second most frequently expressed goal. This involved direct communication between clinicians and consumers and between healthcare staff, listening, providing all relevant information, and using recovery-oriented language. Clear communication with consumers was described as a means to promoting a 'positive result' (IV5) by allowing them to 'feel like they're actually heard' (IV3). Giving the fullest amount of information, and allowing them 'time to digest that information' (IV1), was important to decision-making as it built trust. Communication was also acknowledged to extend both ways, with listening seen as the means not only to understand the consumer's point of view but also to gauge 'their understanding of what's happening to them' (IV8).
The challenge in building robust communication was limited time and high demand. A lack of time was noted to impact decision-making through MHRNs having 'not enough time sometimes to be able to spend the time I'd like to with people, allowing them the time to think through decisions and choices' (IV1). This resulted in MHRNs 'having to rush people' (IV7). Another noted that when staff 'cut the conversation short. . .then you lost the quality' (IV5).
Another challenge reported was teamwork, discussed as 'a partnership' (IV2) between staff and consumers to create a sense that 'it's us, the treating teams and you' (IV4) against the condition. Working with a diverse range of stakeholders, including the patient, family, PSWs, GPs, and clinicians of different levels of experience, enabled them 'to be more innovative' (IV2) in the approaches they took to decision-making. Teamwork was also noted as a challenge, however, with some MHRNs noting that teamwork often involved 'spending the time to convince your colleagues that this is the right path to go down' and the requirement to be 'singing from the same page with your colleagues' (IV1).
Goal 3: Managing expectations
Seven participants noted the importance of facilitating meaningful decision-making by first ensuring consumers have a realistic understanding of the situation and their expectations are aligned with this. Unaligned expectations were seen as stemming from lack of insight, ambivalence towards treatment, unsafe choices, or a lack of expectations. MHRNs were seen as able to address this by 'filtering through their expectations, filtering through what their goals might be. . .maybe helping them reframe that a little bit because sometimes the expectations. . .won't meet what we can offer' (IV8).
Four participants explicitly linked the notion of consumer participation in decision-making with consumers managing themselves and their care. The consumer experience was referred to as being a 'journey' and that through this journey 'that's really where people learn' (IV1). By supporting consumers to navigate through the journey and only intervening when necessary, MHRNs felt that they were able to promote participation through greater independence. Indeed, one participant described learning self-management as 'the only thing that can help them' (IV5).
However, two challenges arose when managing consumers' expectations. One participant noted that as both a MHRN and a patient, creating a sense of 'otherness and that dislocation, it doesn't happen quite so readily for me' (IV9). Another participant noted that MHRNs' 'lack of lived experience lessened their credibility in the eyes of some consumers' (IV7), whilst another noted that the lack of lived experience could mean that at times they 'don't always get it right' (IV8). This indicated that consumers needed to hear from the MHRNs their personal experience in order for them to understand fully the importance of managing their own health.
Goal 4: Acknowledging peer support workers' role
The MHRNs believed that PSWs used their own lived experience in facilitating consumer decision-making. Having PSWs on-site to discuss their experiences with consumers was described as 'value-adding and validating' (IV7), 'vitally important' (IV3), a 'revolutionary idea' (IV2), and 'priceless' (IV9). Most MHRNs considered this to be a valuable way to engage with consumers in a meaningful way, build rapport, and use a specific experience in a generalized way to create empathy. Rapport was also discussed as the foundation upon which PSWs were able to then advocate for and support consumers. Such support was able to 'lessen consumers' traumatisation (sic)' upon admission (IV2) and that consumers could 'never have too much support' (IV1). PSWs' role modelling was acknowledged by MHRNs as enabling consumers to visualize a life after illness and the opportunity for people with a history of mental illness to lead a 'meaningful life' (IV2) and to 'contribute to the health system in productive ways' (IV7).
However, the challenge in this goal was that MHRNs believed that PSWs used their lived experience to 'justify their role' as they had little else 'in their repertoire besides just their personal story' (IV5). The same participant believed sharing of the lived experience challenged decision-making as it resulted in 'collusion' and 'minimizing' and led to a lack of appropriate boundaries necessary to protect the consumer from undue influence (IV5). Another participant raised concern that sharing of a lived experience may move the focus from the consumer's story to the PSWs' story (IV8), reiterating the notion that the journey must be his or her own.
Another challenge to this goal was the concept of PSWs helping clinical staff to 'keep it real. . . honest to the cause of what we're doing' (IV7), meaningful inclusion of PSWs in such aspects as clinical handover and service development (IV1), not treating PSWs as patients (IV9), and allowing PSWs to promote more appropriate and recovery-oriented language (IV3). This was contrasted with the viewpoints of some participants that acknowledged PSWs had to be engaged at the right time and needed to be the right person to deliver that service. One participant expressed concern that PSWs could only be effective if they are 'at the right stage of their recovery so it's (involvement with consumers) not triggering for them' (IV4). Another participant believed PSWs' opinions were given disproportionately higher weight, which could run counterproductive to clinical evidence if their decisionmaking capacity was not balanced (IV6).
DISCUSSION
The findings provide a unique contribution to the collective understanding of facilitating consumer decisionmaking by highlighting a clear division between how MHRNs view their role and the role of PSWs in facilitating consumer decision-making. The goals and strategies used by MHRNs demonstrate a focus on providing clinical care that does not cross therapeutic boundaries and encourages the consumer to be involved in their own care and be realistic in their understanding and expectations. Notions of advocacy, support, and empathy were not widely discussed by MHRNs in terms of their own role, denoting a sense of detachment from the consumer. In contrast, the role of the PSW was dominated by such a sense of shared experience and attachment, which was considered in both a positive and negative light.
The most widely discussed goal by MHRNs, being empowerment of consumers to be involved in decisionmaking, is widely supported in the literature. Active participation by consumers and valuing their involvement was described by An and colleagues as the 'core spirit of recovery-oriented mental health practice' p. 111) . This article explored the concept of shared decision-making between clinical staff and consumers and concluded that shared decision-making training was effective in overcoming feelings of a lack of competency and low self-esteem. This concept is developed by Katsikitis et al. (2017) who argue that involvement of consumers and their carers could move beyond just individual therapeutic processes and tokenistic engagement and become a collaboration on discussing greater structural processes and the broader context of service provision. Their research also identified that the main impediment to achieving this level of consumer involvement and genuine therapeutic relationships was the use and overuse of coercive tactics, which supports the sentiments expressed by the MHRNs interviewed in this study.
The prevalence of coercion as an identified challenge calls into question how genuine the embracing of recovery-oriented practice and principle may actually be. Mentioned by a couple of the participants was the idea that overriding the views of consumers was sometimes necessary if the MHRN did not consider the consumer to be sufficiently cognisant. Osborn and Stein (2017) found that MHRNs can perceive a deficit or inability in a consumer's capacity to make autonomous decisions, often misjudging these. As a consequence, staff can engage in what is termed 'provider directiveness' (Osborn & Stein 2017) , where they attempt to influence a consumer's choices or preferences to align with that deemed appropriate by the clinician. They noted that MHRNs had no difficulty in discussing recoveryoriented care principles and expressing support for consumer autonomy. However, these same clinicians did engage in directive practices and often simply relabelled existing structures and processes to reflect a perception of recovery-oriented changes. Osborn and Stein concluded that, if unacknowledged and unaddressed, the focus on consumer deficits and the use of directive practice would undermine self-determination.
The antithesis to directive practices would be transformational leadership, which is described as particularly relevant to achieving a genuinely recoveryoriented service, where sharing of power and decisionmaking is central whilst maintaining the support required to achieve recovery (Cleary et al. 2017) . Such leadership would promote strengths, responsibilities, and leadership potential of all stakeholders whilst prioritizing the voice and wishes of consumers. This brings focus back to the way in which MHRNs can see themselves working with PSWs to achieve consumer empowerment and decisionmaking and the strength, responsibilities, and leadership potential MHRNs perceive within PSWs.
The main point of contention amongst MHRNs in perceiving the role and value of PSWs was the way in which the lived experience should be used. Whilst almost unanimously seen as a valuable asset, the lived experience of PSWs was a cause for concern for some MHRNs due to the ways in which it might compromise boundaries and recovery. This could conceivably be attributed to a lack of understanding of what a mental illness and recovery journey feel like, as discussed by several of the MHRNs. However, even when MHRNs have had an experience of mental illness themselves, this has not necessarily equated to greater use of this experience or positive use of that experience to facilitate consumer decision-making. Oates et al. (2017) found that MHRNs who had experience with mental illness were impacted in their capacity to empathize with consumers and respond effectively to their needs. They also noted that the personal experiences of MHRNs were rarely disclosed to consumers to create the sort of connection that was considered so unique and valuable amongst MHRNs when discussing PSWs. It is not reasonable to expect MHRNs to necessarily incorporate their lived experiences into their duties, nor is it within the scope of this study to examine the lived experiences of MHRNs. However, these findings indicate that the lived experience, which is the main strategy MHRNs believe PSWs use to facilitate decision-making, is not something that MHRNs would employ themselves as a strategy. Indeed, the focus on maintaining boundaries and allowing it to remain 'the consumer's story' was mentioned as a goal in itself. This left two disparate views that need to be reconciled -valuing the use of PSWs' lived experiences compared to the need to maintain boundaries.
Strengths and limitations
This study provided a first-hand account of the experiences and views of MHRNs in facilitating consumer decision-making using semi-structured interviews. The use of interviews allows the exploration of experiences and meaning as well as sensitive or personal themes, which can, in turn, serve to improve health care (Cleary et al. 2014; Tong et al. 2007 ). This resulted in direct discussion of those views most prominently held by MHRNs rather than inference of them from analysis of secondary data. In addition, the study also allowed an understanding of how MHRNs view the role of PSWs, providing insight into the way the two roles interact to achieve recoveryoriented care and consumer participation.
The limitations include the sample size (nine MHRNs), which kept the examination of goals and challenges to a narrow range. As all interviews were conducted in New South Wales, this limited the scope of the study to one state, which removed the capacity to compare views between health services for consistency. The use of professional networks to identify participants could also have skewed the recruitment process by only identifying those who could be reached by such networks, rather than opening the recruitment up to other MHRNs who may have wished to participate.
CONCLUSION
This study explored not only insights into the way MHRNs view their role in facilitating consumer decisionmaking, but also provided an understanding of how these nurses view the role of their PSW colleagues. The findings reflect a commitment by MHRNs to facilitate genuine engagement of consumers in decision-making and to promote the well-being of the consumer above all. They also reflect a strong support amongst MHRNs for the role of PSWs in engaging with consumers and offering a distinct layer of support, founded on personal experience that MHRNs felt often unable to provide. As PSWs are more readily introduced into mental health settings, the need for effective collaboration between MHRNs and PSWs increases. Understanding what the other does and how one may perceive the other is imperative for developing such partnerships, something that can take time to build (Cleary et al. 2017) .
RELEVANCE TO CLINICAL PRACTICE
Modern healthcare systems promote and aspire towards recovery-oriented approaches. In spite of this for frontline clinicians, a substantial theory-practice gap remains. Collaboration between MHRNs and PSWs has the potential to improve recovery-oriented care. However, congruence between the roles of PSWs and the way this role is perceived by MHRNs is yet to be fully realized. Clarification of PSWs' roles will be needed to achieve this. Targeted professional development and education on the role of PSWs for nurses could help to forge better understanding and promote such collaboration. New approaches to challenging ethical dilemmas, such as management of clinical risk and professional accountability, will need to be developed if the recovery-oriented theory-practice gap to close.
